
Inside this briefing
This briefing explains why People &Planet is
campaigning on access to treatment. 

It outlines many of the issues around
HIV/AIDS, its impact and how it can be fought.
It looks at the importance of treatment in
tackling the epidemic, and the barriers that
stand in the way of meeting international
commitments to make AIDStreatment available
to all who need it. 

We hope this will make the picture clearer and
you will join our campaign to Treat AIDSNow! 
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AIDS can be stopped

“One of the gravest injustices
is that we have the tools to
fight AIDS. Prevention and
treatment programs work, but
they're not scaled up and
implemented. This is the
crisis of our generation.” 

Adam Taylor, US AIDS campaigner 

We know how to fight AIDS. We have
the information and resources to turn
this crisis around. Although there is no
cure or vaccine, in Western countries
new types of drugs have made
HIV/AIDS an illness that can be lived
with, rather than a death sentence.
Awareness and prevention programs
have prevented a major epidemic. 

Unfortunately, 90% of HIV positive
people live in the developing world.
Weak health infrastructure and low
education levels have made prevention
efforts difficult. Less than a quarter of
the people in need of treatment in
these countries have access to the
medicines that could prolong their lives
and allow them hope and a better
future. 

The urgent need for
treatment 

Treatment has a dramatic impact, not
only on the lives and hopes of those
living with HIV and AIDS, but also upon
communities and economies hit hard by
so many deaths amongst the young
generation. 

Thanks to the determination of
treatment activists, the central part
which treatment plays in the response
to the AIDS crisis has finally been
recognised. When our campaign began
in 2003, only 2% of those in need of
treatment in Sub-Saharan African could
access it. In June 2006 coverage had
risen to 23% of those in need. In 2005,
world leaders pledged universal access
to treatment for all who need it by
2010.

Yet access to treatment is still woefully
inadequate. More than 75% of all
adults and 90% of children in
immediate need of treatment are not
receiving it.1 Politicians are not coming
forward with the leadership and
resources needed to provide affordable
AIDS drugs on the scale required, and
in the meantime major barriers to
treatment remain, in the form of
international trade rules and the
practices of pharmaceutical companies. 

Without political action, we face a
new crisis. There is a critical need for
access to newly developed treatments,
particularly those for patients who are
resistant to available drugs, treatments
which are easier to deliver in developing
countries, and formulations which are
designed for children. Yet these newer
drugs can be up to 28 times more
expensive than older treatments,
meaning treatment will remain out of
reach of those who need it.2

Keeping the promise

If treatment for all is to be provided and
sustained over the long-term, we must
ensure affordable treatment is
available. This requires action on two
fronts:
• Firstly, action is needed on the trade

rules that keep treatment priced out
of reach by blocking access to
affordable medicines. 

• Secondly, significantly more
resources need to be mobilised if we
are to meet global targets. New and
more sustainable sources of
financing must be found, so that
programmes can be funded over the
long-term and countries can make
long term effective plans to tackle the
problems they face. 

Our leaders must take action now if
they are to keep their promise of
universal access and prevent many
more unnecessary deaths. 

TREAT 
AIDS NOW
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What is HIV/AIDS?

HIV: Human Immunodeficiency Virus

AIDS: Acquired Immunodeficiency 
Syndrome

The HIV virus is spread through bodily
fluids, most commonly through
unprotected sex. The virus attacks the
immune system and stops people being
able to fight off diseases. Usually
someone with the virus will start by
being unwell more often than healthy
people, with common illnesses such as
thrush. 

With time, diseases that can only take
hold when someone has a weakened
immune system - called ‘opportunistic
infections' - appear. This is what's often
called ‘full-blown AIDS', meaning that
the immune system is so destroyed by
the virus that it can't fight infection any
more. People with AIDS die of one of
these conditions. 

The transition from being ‘HIV positive'
to having AIDS occurs when the amount
of the virus in the system reaches a
critical level, so that more complex
diseases appear more quickly. There is
no cure, and no vaccine. HIV/AIDS is a
fatal disease, but with access to
treatment life expectancy can be greatly
extended.

The scale of the
epidemic

Despite important advances over the
last few years, the numbers living with
HIV continue to grow. 

AIDS has been most devastating in Sub-
Saharan Africa, where at least 24
million people are currently living with
HIV. Although it has only 10% of the
world's population, Africa is home to
60% of those living with HIV. In South
Africa, one of the worst affected
countries in the world, almost a fifth of
those aged 15-49, and a third of
pregnant women, are living with HIV. 

The epidemic has a disproportionate
impact on women; 60% of those living
with HIV in Sub-Saharan Africa are
women. Among young people the
difference is even more marked: 75% of
those affected are women.

India now has the largest epidemic in
the world in the world with 5.7 million
people living with HIV. Only 10% of
those in need of treatment receive it.3

2.3 million children are living with
HIV/AIDS (90% of whom live in Africa)
but until now they have been going
unnoticed. Very little attention has been
given to developing treatment that is
suitable for children despite the fact
that if left untreated, half of all infected
babies die before the age of two.4

The Human Cost

“Never has Africa faced such a plague.
We are confronting a deadly virus that
has ripped apart the social fabric of
societies across Africa, creating a
generation of orphans who face an
uncertain and frightening future.” 
Stephen Lewis, UN Special Envoy on AIDS in

Africa

HIV/AIDS not only causes immense
suffering to the people who are infected
with, and eventually die from, the virus.
It also has a major impact on the lives
of those around them. The happiness,
financial security and stability of the
lives of children with HIV positive
parents can be devastated by the virus,
and the psychological burden of
watching a loved one die in pain
unnecessarily is immeasurable. 

In those villages in Botswana and
Zambia where infection rates approach
50%, and where there may be none left
healthy except the very young and very
old, it's impossible to quantify the
impact on the people left behind,
especially those growing up without
their families. The fear of HIV/AIDS can
be overwhelming, and stigma and
discrimination rife.

The Social and Economic
Cost 

“The national impact is devastating to
all sectors of the economy" 

Global Business coalition on HIV/AIDS5

HIV/AIDS has a devastating impact on
development. As a sexually transmitted
disease, HIV/AIDS mainly attacks
younger people, in the prime of their
working lives. This has a huge effect on
the economy at all levels, as those who
should be working are sick or dying
instead, leaving empty factories,
unattended fields and poor families with
even less income. In 2001 it was
estimated that average life expectancy
in Sub-Saharan Africa had dropped by
15 years as a result of HIV/AIDS.6

The epidemic places a huge burden on
already overstretched healthcare and
education sectors. In Sub-Saharan
Africa over half of all hospital beds are
now occupied by people with HIV-related
diseases. Workforces have been
decimated: Tanzania needs 45,000
more teachers to replace those lost to
AIDS. Teacher absences due to illness
significantly reduce the quality of
education children receive and other
children are taken out of school so they
can work to support their families.7

“HIV/AIDS
is the
worst
epidemic
in human
history”

UNAIDS

the virus and 
its impact

3

Adults and children estimated to be living with HIV, 2005

Source: WHO/UNAIDS



2001 Declaration of
Commitment on HIV/AIDS 9

In 2001, world leaders at the UN
General Assembly adopted a
Declaration of Commitment on
HIV/AIDS, which recognised the
HIV/AIDS epidemic as a global 

emergency and committed the world to
action. It noted the importance of
treatment in tackling the crisis, and that
the lack of affordable drugs was a
major barrier to providing treatment. It
asserted that access to medicines was
a fundamental part of the right to
health. 

2003: The "3 by 5" initiative 10

The World Health Organisation’s ‘3 by
5’ was a global initiative to provide ARV
treatment to three million people living
with HIV/AIDS in developing countries
by the end of 2005. 

Tragically, the target was missed,
although the number of those receiving
treatment tripled to 1.3 million by the
end of 2005. Importantly, the initiative
boosted international efforts to fight
AIDS, and exploded the myth that HIV
treatment programmes could not work
effectively in poor countries. The human
rights case for access to treatment is
undeniable; 3 by 5 showed it is
possible to deliver, leaving decision-
makers with no excuse for failing to
tackle the injustice. 

2005: Access for all by
2010? 11

After public campaigning, the UK
government promised to use its 2005
G8 presidency to “press for an
international agreement on universal
access to AIDS treatment by 2010” . In
July 2005 the G8 made a commitment,
later endorsed by UN member states
“to develop and implement a package
for HIV prevention, treatment and care,
with the aim of as close as possible to
universal access to treatment for all
those who need it by 2010”. 

Now: Will we keep the
promise?

The 2010 commitment was a fantastic
achievement, but People & Planet is
concerned that without further action it
will become another broken promise.
We can't afford to let this happen. 

Student campaigning in the UK played
a crucial role in getting the 2010
commitment. But we must keep the
pressure up. We hope this briefing and
the accompanying action guide will
help you take action to ensure the UK
keeps its promise.  

treating 
aids

There is no cure for AIDS. However,
there are medicines which can not
only treat the opportunistic infections
that kill sufferers, but which can slow
down and even reverse the effects of
the virus itself.

i. Opportunistic infections
Drugs to treat TB, pneumonia, wasting
and other opportunistic infections
which affect those with AIDS are
readily available in the rich world, as
are drugs to prevent some of them
developing. 

ii. Pain relief and nutrition
People with HIV/AIDS need special
care and treatment. Crucial is simple
pain and symptom relief which we
would take for granted, such as aspirin
and anti-nausea drugs. They also need
access to vitamins and a good diet.

iii. Anti-retrovirals
Anti-retroviral (ARV) drugs have a
dramatic impact on the life expectancy
and health of people with AIDS.
People dying from opportunistic
infections can, after being put on
ARVs, see the effects reversed and be
back at work or caring for their
families. 

ARVs come in a variety of forms from
different manufacturers. Extending a
person’s healthy and productive life for
up to twenty years, they attack the HIV
virus itself, lessening its impact. 

They are usually given to people once
they are showing symptoms of AIDS
rather than those who are in the early
stages of HIV infection. If given in a
short course to infected mothers
during childbirth, ARVs halve the risk of
passing the virus on to the child.

International progress on treatment

HIV/AIDS can be beaten. The world knows how to stop the
spread and to treat those with AIDS so they can live for 20

or more years. In the UK, both prevention and treatment
programmes have adequate government funding which has

effectively controlled the spread of the virus. 
This is possible in the
developing world too .

Treatment: What’s needed? 8

4

We are calling on the UK government: 
• To ensure that AIDS treatment

remains at the top of the UK and
international agendas, and 

• To make universal access to
treatment by 2010 a reality. 

If the 2010 promise is to be kept, the
UK government must:
• Support the manufacture and

supply of generic AIDS drugs in
developing countries, as this is the
cheapest and most efficient long-
term solution (pages 7-10)

• Provide substantial and sustainable
financing for AIDS treatment, as
even the cheapest drugs are too
expensive for poor people and poor
countries to afford (pages 12-14)



Access to treatment is
fundamentally an issue
of justice and human
rights. 

“...there is an underlying moral issue.
While we have the technical capacity to
provide access to lifesaving medicines,
vaccines or other interventions, which
are indeed widely available in the
developed world, millions of people,
including children, suffer and die in
developing countries because such
means are not available and accessible
there.” 

Commission on Intellectual Property Rights,
Innovation and Public Health (CIPIH), World

Health Organisation 2006 12

We focus on treatment because there
is an urgent need: millions of people
are dying needlessly every year. 

We believe they have a right to the
treatment that could keep them
healthy, the same treatment that
people in the West take for granted. 

International human rights law
enshrines “the right of everyone to the
enjoyment of the highest attainable
standard of physical and mental
health” , obliging states to take all
measures within their power to realise
these rights, including considering the
impact of policies in other areas on the
right to health.13

Treatment reduces the
social and economic
impact of AIDS. 

"So if you can give, say, the drug
fluconazole to a mother and it means
that she will live a few more years
rather than dying next week, the
difference it makes to her child is
indescribable. On an individual level
that's an amazing thing."      

Cati Vawda, Child supporter, South Africa

By restoring health and dignity through
ARV treatment, parents can bring up
their children and continue to work
longer, holding societies together and
reducing the nightmare scenario which
exists in some places, where whole
villages are left with only the very young
and very old, struggling to support
themselves.

A recent report on the impact of AIDS in
South Africa concluded that the
provision of antiretroviral therapy (ART)
to half of those in need would reduce
the economic impact of the epidemic by
17%, and that “on a macroeconomic
level the benefits of providing ART...far
outweigh the costs.” 14

Providing treatment
reduces long-term costs

Apart from combating the anti-
development and devastating economic
impact of AIDS, treatment can also
reduce long-term health costs. The
Brazilian government provides free
access to antretrovirals and has
estimated that the provision of
treatment early in the epidemic has
saved Brazil more than US$2 billion in
healthcare costs since the beginning of
the epidemic. 

Treatment is essential to
effective HIV prevention
efforts. 

People are more willing to be tested if
ARVs are available, when they know a
positive result doesn’t mean a death
sentence. It also means they will
receive educational materials and can
then avoid risky behaviour. Too often
there has been a ‘false choice’ between
prevention and treatment of HIV. Rather
than choosing between them, a
comprehensive programme is needed
that acknowledges the importance of
both. 

In addition, stigma and discrimination
are greatly reduced by turning AIDS from
a death sentence to a manageable
illness

“So often, when people hear they have
HIV, they say to me, ‘I want to die'. But
now people see me and they say ‘You
have AIDS, why are you looking so
good?’ and I can explain it to them.
Already, there are many people who
come in who want to take the tablets.
They think, ‘Maybe I will still live’.”

Graca, Mozambique

"You can't talk about preventing HIV if
you don't talk about treating people who
already have the virus. If there is no
treatment available there is no reason
for people to have a test. But if the
health services were offering proper
treatment, more people would be willing
to find out their status - and once you
know your status you can do something
about it. If you are negative you can
make sure you stay that way by using a
condom or abstaining from sex. If you
are positive you can take extra care of
your health and make sure you eat well,
sleep well and exercise." 

Neli Khuzwayo, AIDS activist and counsellor
in South Africa

the case for 
treatment

Joseph Jeune, 26-year-old peasant farmer,
Haiti. When the first picture was taken in

March 2003, his parents had already
bought his coffin. Suffering from the

advanced stages of AIDS, Joseph Jeune
probably had only weeks to live. The second

picture, taken six months later, shows him
20 kg heavier and transformed after

receiving
treatment for

HIV/AIDS
and

tuberculosis
co-infection.
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Thanks to the World Health Organisation for permission to use this
case-study, taken from http://www.who.int/3by5/treatmentworks/en/
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EXCUSE: ARVs are toxic,
dangerous, and don't work

"Dramatic reductions in morbidity and
mortality have been well documented"

UNAIDS

In Brazil, the use of ARVs cut AIDS
deaths by 51% from 1996-1999. The
drugs can restore a person from
death's door to being able to go to
work and live a normal life. 

ARVs are now considered ‘essential'
medicines by the World Health
Organisation, and are safe if monitored.
They are given automatically to people
with AIDS in the West, and should be
elsewhere.

EXCUSE: Poor infrastructure
makes delivering ARVs and
monitoring people taking them
impossible

MSF are currently running small-scale
trial programmes delivering ARVs free
to people in countries as poor as
Malawi and Cameroon. They have
shown it is possible, with a bit of
initiative and imaginative thinking, to
deliver ARV treatment even in areas
with little or no infrastructure. 16

A report on “3 by 5”, the global
initiative to get 3 million people on
treatment by 2005, concluded that the
initiative had demonstrated it is
possible to deliver treatment in
resource-poor and rural settings, and
that AIDS can be tackled effectively in
the developing world.17

Simplifying treatment regimens, for
example, by producing combined
therapies (which combine different
components of ARV treatment together,
reducing the number of pills and doses
patients need to take) make it easier to
deliver treatment in poor and rural
areas. Unfortunately many of the drugs
most suitable for use in resource-poor
settings, as well as important testing
equipment, are priced out of reach. 

It is possible to deliver treatment
effectively in developing countries. The
barriers that remain are political.
Decision-makers have no excuse for
failing to tackle AIDS. 

EXCUSE: In poor areas, people
don't take the drugs properly,
endangering themselves and
risking drug-resistant varieties
of the virus appearing

"Compliance is very, very high". 
Mohga Kamal-Smith, Oxfam

In Brazil, 70% of patients take their
medicines properly 80% of the time,
the same as in the USA. Médecins
Sans Frontières' trial programmes in
Uganda and Senegal have been ‘very
encouraging', with rates of those taking
medicines properly matching those in
the EU and US. Combined therapies
increase adherence rates further. 

In the normal course of the disease,
patients everywhere tend to become
resistant to a treatment within 4-7
years, and need to move onto a
different treatment program. Many of
these second generation drugs are still
under patent (see the next page) and
are far more expensive than ‘first line'
treatments. Current and future patients
will require treatment for many years,
and will need to move onto newer drugs
at some stage in their treatment. If we
are to meet the promise of universal
access we need to look to the long-
term and tackle the rules that keep
newer drugs priced out of reach.

EXCUSE: ARVs are not cost-
effective, so we should focus
on prevention

“Rolling out effective HIV/AIDS
treatment is the single activity that can
most effectively energise and
accelerate the uptake and impact of
prevention” 

World Health Organisation

Both treatment and prevention are
necessary and together they are the
most effective way to tackle AIDS.

The previous page outlines how
treatment enhances prevention efforts
and decreases long-term health costs,
as well as the social and economic
benefits of providing treatment. 

While the cost of drugs is still a huge
obstacle to treatment, it is not an
excuse to refuse something which can
save people's lives. We wouldn't dream
of denying essential treatment to
someone here. We shouldn't do so in
the developing world. 

We cannot use the cost of drugs as an
excuse for inaction; instead we must
take action to make treatment
affordable for all. 

A doctor's view
Hermann Reuter is a doctor working
for Médecins Sans Frontières (MSF) in
Khayelitsha, South Africa. 

“I get very frustrated when people say
that South Africa doesn't have the
infrastructure to provide AIDS
treatments. Any clinic that can deliver
a baby can provide treatment to
reduce the number of children born
with HIV. You just need to train one
nurse to counsel women about
HIV/AIDS, then you need to train
another nurse to do rapid HIV tests –
which is simpler than most tests
nurses perform. Then, with nevirapine,
you just have to give the mother one
tablet. No one can say that is too
complicated."

treatment
excuses

“Treatment is technically feasible in every part of the
world. Even the lack of infrastructure is not an excuse – I

don't know a single place in the world where the real
reason AIDS treatment is unavailable is that the health

infrastructure has exhausted its capacity to deliver it. It’s
not knowledge that's the
barrier. It's political will. 

Peter Piot, Executive Director of
UNAIDS
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Access to treatment should be a simple
matter of need and a medical
judgement of the efficacy of treatment.
Instead, patents on medicines
effectively give big pharmaceutical
companies control over the availability
and pricing of essential drugs. Despite
international commitments to prioritise
public health, decisions based on
enhancing corporate profits can be the
difference between life and death for
millions.

High prices for the drugs manufactured
by the big multinational pharmaceutical
companies put them out of reach of
poorer countries, and place a major
obstacle in the way of achieving the
goal of universal access to treatment.

Generic firms, who make safe and
effective copies of brand drugs at far
lower prices, have been helping to
break this monopoly on medicines, and
through competition have been forcing
all prices down.

A massive scaling up of the
manufacture of these drugs is needed if
countries with small health budgets and
big HIV/AIDS epidemics are to have a
chance of beating the crisis.

Owning medicines

Less than a quarter of those in need of
ARV treatment in developing countries
are currently receiving it. Why?

Patents

Drug patents are like a contract
between the drug company and the
government in a country where they
want to sell a particular medicine, giving
the company full ownership of it for a
certain amount of time. This means no-
one else can make copies of the drug -
effectively setting aside the usual
market rules of competition and putting
the company in the position of being a
monopoly supplier. Individual countries
have different patent laws, and
companies must apply for a patent in
every country where they want to sell
their drug.

How has it worked for
HIV/AIDS drugs?
There are eight major pharmaceutical
companies which produce and market
the various crucial HIV/AIDS drugs. The
first ARV drug - AZT - came on the
market at $10,000 a year in 1987
pricing it out of reach of most people.
However, with competition from generic
manufacturers, prices dropped fast. 

Generics
When a patent expires in a country, or
when it doesn't apply there, other
companies can start to manufacture
and develop copies known as
'generics'. India, Brazil, China and
Thailand are examples of countries with
important generics industries.  

On average, the minimum price paid for
generic versions of HIV/AIDS drugs is

82% less than the brand price. Some
generic versions are up to 98% cheaper
than their brand name alternatives.  

Generic AIDS drugs have been certified
as safe and effective by the World
Health Organisation (WHO), and generic
manufacturers were the first companies
to combine three drugs needed for a
full treatment regimen, or cocktail, into
two pills taken daily. These two dose
ARVs simplified taking the medicines so
that even people in the poorest regions
could take them effectively. 

For countries with small health budgets,
generic drugs can be their only hope of
providing treatment for all. India has led
the way in providing generic versions of
drugs. 50% of people accessing
treatment in the developing world rely
on generics produced in India.
However, since 2005 world trade rules
have meant that India must now grant
patents on new drugs. This threatens
the future availability of generics to
developing countries. 

What is needed?
• More countries manufacturing their

own generic drugs
• More countries able to import generic

drugs in large quantities from
manufacturers elsewhere

• Significant and sustainable funding to
pay for these initiatives

There have been moves towards these
goals, most notably the WHO's 3 by 5
initiative and various deals by
organisations such as the Clinton
Foundation to lower the cost and raise
the quantities of generic drugs. If bulk
production of cheap generic drugs
occurs it will help to push prices down
even further. This way the brand-name
pharmaceuticals' monopoly of HIV/AIDS
treatment can be broken, and access to
treatment made a reality for even the
poorest countries.

However, major barriers remain in the
form of international trade rules. These
threaten the future of generic
production, and therefore the chances
of providing AIDS treatment for all.

priced out
of reach

"No politician, no government official in Africa
can accept that a person can die from lack of
drugs when we know that drugs are available.

The only issue is that some people just want to
get profit and this is not

acceptable to us." 
Mr Ngasongwa, Tanzanian Trade Minister

Brazil and generics
In Brazil, the government announced a
national treatment plan, setting up
their own not-for-profit generics
company, and providing ARVs free for
all those who need them. Universal
access to free AIDS treatment led to a
54% reduction in AIDS deaths
between 1995 and 1999. 

Government savings totalled US$2.2
billion since the beginning of the
epidemic, because of prevented
hospitalisations and a reduction in the
need to treat opportunistic infections.
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Any progress being made towards
increasing generic production of AIDS
drugs, thus making them cheaper and
more accessible, is under serious
threat from trade rules protecting
‘intellectual property’ - the ownership of
ideas and inventions.

The current rules reflect the
extraordinary influence that the major
pharmaceutical companies exercise in
public policy making. 

As they stand, these rules seriously
threaten the future of the generic
manufacturing industry, and thus any
real hope of long-term cheap drug
supplies on the scale that's necessary.
Without urgent changes to these trade
rules, the future for millions of people
living with HIV/AIDS looks bleak. 

TRIPS

In 1995 the ‘Agreement on Trade
Related Aspects of Intellectual Property
Rights', or TRIPS, became part of
international law. 

These rules were agreed at the World
Trade Organisation (WTO), which also
has the power to enforce them. 

The TRIPSagreement means:
• All WTO member countries must have

the same minimum patent laws for all
products, including medicines.

• New patent laws give patents to a
company for a minimum of 20 years.

• New patent laws must cover all
stages of research and production.

• If countries break this agreement, the
WTO will impose penalties.

• Countries must change their laws on
patents to make them fit with TRIPS
by certain deadlines. The poorest
countries have until 2016.

In 2001 things came to a head, as
developing countries were finding TRIPS
was stopping them getting affordable
treatment for major epidemics,
particularly AIDS. At a WTO meeting 142
countries, including the USA and the
UK, signed the ‘Doha Declaration'.18

The Doha Agreement:
patent rights versus
patient rights

The result of intense pressure from the
public and developing country
governments, the Doha Agreement was
intended to enshrine the principle that
TRIPS rules on patents were not as
important as public health. In a public
health emergency (such as the AIDS
pandemic) goverments were at liberty to
override patent rules.

The agreement allowed compulsory
licensing – whereby governments could
allow the production of generic versions
of drugs still under patent – with or
without the patent holder's permission.
(The patent holder would still receive
royalties). 

This was heralded by many as a major
step forward in the ‘affordable drugs
versus pharmaceutical company profits’
battle. 

However the devil, as always, was in
the detail, and months of wrangling and
deadlock followed over what the
statement ‘Governments must put
public health before patent rights’
actually meant in practice. 

The agreement reached included a
provision that a compulsory licence
must be used 'predominantly for the
domestic market',  limiting the
quantities of drugs that could be
exported. This meant the agreement
was effectively useless for countries
that had little or no manufacturing
capacity of their own (which was most
of those in need). 

A further agreement, finally reached on
August 30 2003, introduced a
temporary ‘waiver’ to the requirement
that drugs produced must be primarily
for the domestic market. This was
supposed to allow developing countries
which did not have the capacity to
manufacture generic copies themselves
to import them from elsewhere. The
decision laid down the conditions under

which the waiver could be used and the
procedures that must be followed. In
December 2005 the WTO agreed to
make the waiver a permanent part of
the TRIPS agreement. 

What does ‘governments must put
public health before patent rights'
mean?

According to TRIPS, it now means:
• Developing countries can import

brand-name drugs from other
countries if they're cheaper there.

• Developing countries can authorise
local generic firms to manufacture
essential medicines if branded drugs
are too expensive.

• Those drugs can be exported to other
poorer countries that can’t afford to
make their own generics, under the
conditions of the waiver. 

Problem solved? 

Unfortunately not. TRIPS has failed to
fulfil its purpose of increasing access to
essential medicines in developing
countries, largely because it is overly
complex and inefficient. As yet no
developing country has made use of the
waiver, and no patient has benefited
from its use.

trips 
and pills

“The World Trade Organisation's Trade-Related
Intellectual Property Rights (TRIPS) agreement, along

with 'TRIPS-plus' variants in regional and bilateral
agreements, strikes the wrong balance between the

interests of technology
holders and the wider

public interest.” 
UNDP Human Development Report 200519
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TRIPS isn't working

The UK government has said the TRIPS
agreement is sufficient to allow access
to affordable medicines. They claim it is
impossible to say whether or not it
works because it is yet to be tested. 

We believe the argument that we should
withhold judgement on the agreement
until it is used is missing the point. The
fact that the agreement has gone
unused is itself an indictment of its

failure to fulfil the purpose for which it
was intended - as a quick and easy way
for those in need to access affordable
medicines. 

What is more, evidence of the
agreement’s failure is available. Since
2004 MSF has put two years of
considerable effort into testing the
agreement, trying to get ARVs exported
for patients in its HIV/AIDS projects. 
But as yet “not a single drug has
reached a patient under the WTO
mechanism” (MSF). 

Far from being a dramatic breakthrough,
the agreement finally reached on TRIPS
has the effect of burying developing
countries in red tape and slowing down
even further the urgent process of
getting AIDS drugs to the people who
need them. It is likely to squeeze out
generic production by making it more
costly and time-consuming. Many
countries are too poor and lack the
specialist advice needed to make use
even of the tools agreed under Doha for
putting health before patents.

An agreement that is unused and
unworkable is not the speedy solution
for public health emergencies which is
desperately needed. 

"Today’s deal was designed to offer
comfort to the US and the Western
pharmaceutical industry. Unfortunately,
it offers little comfort for poor patients.
Global patent rules will continue to drive
up the price of medicines." 

Ellen ’t Hoen, MSF, responding to the TRIPS
deal, August 2003

unjust trade rules
block access 

In depth: The ‘Red Tape' 
MSF's efforts provide evidence for why the WTO's ‘solution' is ‘unworkable'.20 Some of the problems
they identified are detailed below. Imagine you’re a developing country government with limited
capacity, or a generics company looking for an incentive to manufacture patented ARVs. Do you fancy
your chances with this procedure? 

• Before a compulsory licence can be issued the generic company must first seek a 'voluntary
licence' from the company that holds the patent. A voluntary licence is issued where the patent
holding company agrees to allow the generic company to produce the drug in exchange for an
agreed payment. This means higher prices for patients than if a compulsory licence was issued. 

• Only if they are unable to reach agreement “on reasonable commercial terms and conditions” and
within a “reasonable period of time” can a compulsory licence be issued. As there are no clear
guidelines for when negotiations can be said to have failed, this results in lengthy and complicated
negotiations. The patent holder will try to drag this process out to get the best deal and avoid the
issuing of a compulsory licence.

• A country must notify the WTO's TRIPS Council if it intends to issue a compulsory licence, providing
unnecessarily complicated and detailed information. Countries may fear that if they were to give
notification this will result in political pressure from countries who are opposed to compulsory
licences. 

• This process must be followed for each order for each drug in each country. The application must
specify the quantities required, even though needs on the ground change quickly and the process
is slow. If the quantities needed were to increase,  the process would have to start all over again
with negotiations for a voluntary licence.

• This process requires enormous resources from the generic company - with no guarantee of
success at any stage. 

TRIPS-PLUS

Some governments, particularly the US,
are pushing countries into bilateral or
regional trade agreements that include
‘TRIPS-plus' provisions. 

These provisions include extending the
length of patents, impeding the use of
generic medicines and forcing countries
to buy drugs from particular
pharmaceutical companies. 

Developing countries agree to such
terms usually in return for concessions
in other areas such as market access
for their country's produce. In effect
countries are trading away people's
health. 

Guatemala and the Central America
Free Trade Agreements (CAFTA)21

CAFTA allows American pharmaceutical
companies 5 years exclusivity for
supplying new drugs, preventing
competition from companies that sell
cheaper generic versions. This
jeopardises the ability for patients to
access essential medicine by keeping
the price of treatment high and offering
few affordable alternative treatments
when patients develop resistance to the
more commonly used brands.

The UK should actively oppose any
conditions in bilateral trade
agreements, including those of other
countries, which undermine access to
medicines.

“While  you people
are having this

complicated debate,
my people are

dying” 
Kenya's trade minister
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We must tackle TRIPS. 

By 2010 it is estimated that 10 million
people will be in need of treatment. At
the same time patients will be
increasingly reliant on drugs that are
still under patent. 

If TRIPS continues to block the
production and export of generic
versions, treatment will remain out of
reach for millions of people and the
international community will have
broken its promise.

Generic manufacture is under
threat 

India has been a key manufacturer and
exporter of generic drugs, but as of
2005 it has been obliged to grant
patents on new drugs. Indian-produced
generics account for approximately half
of the ARVs used in developing
countries, but make up a relatively
small share of these firms' markets. As
the technical and legal barriers
increase, the incentives for these firms
to produce the drugs which are so
desperately needed elsewhere will
reduce.

New generics are urgently needed.

New drugs will be needed for patients
resistant to older formulations.
Patients everywhere tend to become
resistant to a treatment within 4-7
years, and then need to move onto a
different treatment program. Current
and future patients will require
treatment over many years, and will
need to move onto newer drugs at
some stage in their treatment. 

Newer drugs which better meet the
needs of developing countries are
urgently needed – drugs such as New
Kaletra, which can be taken without
food and doesn't require refrigeration. 

Drugs are desperately needed for the
2.3 million children living with
HIV/AIDS. Very little resource has
been given to developing treatment that
is suitable for children – perhaps
because a majority of children living
with HIV/AIDS are in developing
countries - not considered a profitable
market for pharmaceutical companies
who research and develop new
treatments.

If we are to meet the promise of
universal access we need to look to the
long term and tackle the rules that keep
newer drugs priced out of reach and
threaten generic manufacture. Patients
dying now can't afford to wait out a 20
year patent period before they can
afford essential medicines. 

To sustain treatment over the long-term
we need a workable system that will
allow affordable versions of new drugs
to become rapidly available. Only then
will the commitment to universal access
be a real possibility. 

More and better drugs

Two drugs that are urgently needed are
New or ‘heat-stable’ Kaletra
(Lopinavir/Ritonavir), and Viread
(Tenofovir). Both are recommended by
WHO for use in resource-poor settings. 

Heat-stable Kaletra (produced by
Abbott Pharmaceuticals) doesn't require
refrigeration and can be taken without
food, so is ideal for use in countries
where resources are scarce. In addition
it means patients need take fewer pills
than with other treatments. 

Viread (produced by Gilead Sciences) is
a powerful drug with lower toxicity than
other comparable medicines, reducing
the chances of harmful side effects. It
only needs to be taken once a day. 

These drugs are examples of important
medicines which are urgently needed: if
generic versions are available, it will
make a huge difference. 

They provide an important test case. If
the TRIPS system is workable, as the
UK government claims, generic versions
of these drugs should be rapidly
available to developing countries. 

tackling
trips

“I would not be alive today if I could not access second-line
medicines. I am in the very lucky minority. Most patients whose

lives had been saved by first-line treatment will be abandoned
the moment they need second-line drugs unless governments

pull their heads out of the sand and start tackling this issue.”

Ibrahim Umoru, a peer educator
working for MSF in Lagos, Nigeria,

who had to switch treatment in 2006
after having developed resistance to

first-line treatment.

The UK government must prove its
commitment to the 2010 target by
leading the way in removing the
barriers to affordable drugs which
could save millions of lives. 

We are asking the UK to ensure
generic versions of key drugs become
rapidly available. 

This should include ensuring generic
versions of Viread and heat-stable
Kaletra are available to developing
countries by the G8 Summit in 2007. 

If this proves impossible, we argue
that their failure would provide
overwhelming evidence that the
system as it stands does not meet
the needs of developing countries. 

The UK must then take action with
other G8 leaders to replace the
current arrangements with a simpler
and quicker system based on a
recognition of the primacy of fulfilling
the commitment to universal access
to treatment.
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Drug donations and price drops
Some brand-name pharmaceutical
companies have responded to intense
public pressure and made moves
towards dropping AIDS drug prices.
Others have offered to donate some
drugs free of charge.  

However, we need to encourage
sustainable generic production in order
to get access to treatment on the
massive scale needed in the developing
world. Relying on the goodwill of
pharmaceutical companies does not
solve the fundamental problem of
needing a reliable long-term source of
the cheapest possible drugs
manufactured on a large enough scale
to treat the millions in need.

‘Differential pricing'
Some drug companies now offer
reduced prices for their drugs in
developing countries. However this
response is far from the solution
needed. 

Gilead, who manufacture the key drug
Viread, claims to offer its drugs at
discounted prices to 97 countries under
its Global Access programme. Yet they
have been very slow in registering drugs
with the national drug regulatory bodies
- a necessary step if drugs are to be
used. Without registration, the drug
cannot be used and the offer of a
reduced price is an empty promise.  

Differential pricing is not normally
extended to middle-income countries,
despite the fact many people in these
countries need treatment.22

While meaningful differential pricing
may be part of the solution, it can only
be truly effective as part of a
functioning market that includes generic
competition. Brazil threatened to
produce its own generic version of
Viread last year – provoking Gilead to
drop its price by more than 51%.23 This
drop could not have been negotiated
without the threat of generic
competition.

Generic drugs are, almost without
exception, cheaper than branded
alternatives, no matter how low prices
are dropped, as costs are lower for
generic companies who don't have to
do serious initial research and
development on a copied medicine.

Interfering in politics
Drug companies have a massive
influence on many governments,
especially in the USA. There, a revolving

door of influence exists between
government and industry: In 2004 half
of the industry lobbyists were former
government officials. Several industry
executives hold influential government
positions. Randall Tobias - former
chairman and CEO of Eli Lilly (a US
pharmaceutical giant) - was head of
Bush's AIDS programme from 2003-6.

Drug companies invest enormous
amounts of money in lobbying the US
government, and have given more than
$130 million in funding for election
campaigns alone in the last 15 years.24

The numbers: US drug
companies in 2004

• US drug company sales $219 billion
• Research & Development spending

$37 billion
• Spending on marketing $60 billion
• Spending on lobbying the US

government $116 billion

Data: PhRMA (Pharmaceutical Research and
Manufacturers of America), Center for Public
Integrity

The South African Court Case
In 1997, the South African government passed a ‘Medicines Act', intended to bring down
the price of essential medicines and promote national health above patent rights. The
Pharmaceutical Manufacturers' Association and 40 brand companies took the South
African government to court to block the Act, saying it broke their patent rights and would
harm their profits. They withdrew the case in 2001 after a huge public outcry, but this
aggressive action revealed to the world the strength of the pharmaceuticals' grip on the
availability of essential medicines, and their desire to protect their patents at all cost. 

big pharma
blocking access

I want someone to explain to
me why it isn’t called murder” 

Stpehen Lewis, UN Special Envoy on AIDSin Africa

“This is war - nothing less” 
Steve Jenning, a drug company lobbyist, about

the industry’s attempt to

quash a bill on cheap drug

imports in the US

Dodgy deals: How
pharma influenced
TRIPS25

"Our combined strength enabled us to
establish a global private sector
government network which laid the
foundation for what became TRIPS". 

Former Pfizer CEO Edmund Pratt. He was
head of the US President's advisory

committee on trade negotiations in 1986,
then special advisor to the US Trade

Representative, responsible for TRIPS

The big pharmaceutical companies have
been closely involved in the decisions
and processes surrounding the TRIPS
negotiations, seeking to ensure the
outcome was as protective of their
interests as possible, as well as
lobbying for it to exist in the first place. 

In the two years between the Doha
Declaration and the August 2003
decision, they lobbied hard to water
down the agreement. During the
wranglings, Pfizer - the biggest global
pharma company - directly intervened.
Its CEO Henry McKinnel met with the
WTO's Director General to discuss the
shape of the agreement. Not
surprisingly the final outcome reflected
the drug companies' interests,
undermining the aims of putting public
health before patent rights. 

Protestors targeted Gilead’s corporate stand at the 2004 International AIDS
Conference, Bangkok 
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We need more money to
keep the promise of
universal access 

Even if drug prices came down to little
more than the price it costs to make
them, most developing countries still
wouldn't be able to afford them. It's
estimated that by 2010, 10 million
people will need to be receiving
treatment. We will need significantly
more money than is currently available
to ensure that everyone, even the
poorest, can enjoy access to treatment.
Similarly, without improvements in
health systems and money for
prevention and education programmes,
little progress will be made. 

UNAIDS have estimated that US$20-23
billion will be needed each year until
2010. Rich countries need to move
swiftly to deliver the money needed to
fight AIDS. Without these resources,
millions more will die unnecessarily,
and HIV/AIDS will continue to spread.

We need sustainable
funding to keep the
promise of universal
access 

Short-term commitments of cash are
not sufficient to tackle AIDS. If the
2010 promise is to be kept, funding
must be sustainable and predictable so
access to treatment can be expanded

and sustained over the long term. When
funding is short-term and unpredictable,
developing country governments are not
able to plan and sustain an adequate
response to AIDS. 

funding the
fight

"We can find over $200bn to fight a war
on terrorism, but we can't find the money
to provide the anti-retroviral treatment for

all those who need such treatment in
Africa!" 

Stephen Lewis, UN special
envoy on HIV/AIDS in Africa

Case study: The Global
Fund26

The Global Fund was set up in 2001 by
the G8 countries as a ‘war chest' to
fight HIV/AIDS, TB and malaria. It's
independent, closely supported by the
UN and designed to be a fast way to
get money from donors to programmes
on the ground. 

It aims to be transparent, democratic
and representative, with people living
with HIV/AIDS and non-governmental
organisations as well as donor
representatives and experts sitting on
the decision-making board. Funding is
based on clear criteria and proposals
are not required to meet additional
economic or political conditions. 

The Global Fund works through Grant
Rounds. When a ‘round' is launched
applications for funding can be
submitted by governments, health
workers and community groups in
countries who need funding to pay for
HIV/AIDS plans. Donors then meet
periodically for ‘replenishment
conferences' where they pledge
financial support. This is then
distributed to successful grant
applicants. 

The Global Fund has proved to be an
essential element in the fight to fund
AIDS treatment. As of the end of 2005,
the Fund had given grants to 323
projects in 130 countries and 384,000
people were receiving ARV treatment
through programmes it had funded. 

A US law means that President Bush is
only able to donate as much to the
Global Fund as the EU does - and no
more. This means EU funding levels
are crucial for keeping the US (whose
bilateral funding through PEPFAR has
been criticised for the conditions
attached to support) working through a
condition-free system 

Since the launch of our campaign the
UK has become a leader in funding the
Global Fund. In 2005 the UK doubled
its contributions to the Global Fund to
£100 million per year for 2005 and
2006. 

"If we are honest, we should have
done more sooner and we could all do
more now…[we are] determined to do
more in future by turning our words into
action."

Hilary Benn, UK Secretary of State for
International Development, Sept 2003

Despite this welcome shift from the
UK, more needs to be done. The
Global Fund still struggles to mobilise
sufficient funds to meet the demand
for new grants and to continue
supporting successful projects. Without
the required funding, programmes
already supported by the Global Fund
are at risk of closing and the prospect
of new grants is seriously affected,
putting the lives of millions of people
at risk.  

To scale up in line with the resources
needed to meet international
commitments on AIDS the Global
Fund’s financing will need to increase
to $11 billion a year by 2010. 

We are calling on the UK to continue
to play a leadership role in ensuring
the Global Fund is fully financed.
This means leading a process to
create a Funding Plan for the Global
Fund, that will reflect the resources
needed to ensure that international
targets on AIDS are met (estimated
to require a resource scale-up to $11
billion a year in 2010). Donors must
make long-term commitments to
facilitate long-term planning and
ensure support is sustained. 
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How do we find more
money?

Much more money is needed. It is
estimated that at least US$20 billion a
year is needed to tackle AIDS, and
US$50 billion a year in extra aid is

needed to meet the Millennium
Development Goal of halving the
number of people living in poverty by
2015. We are unlikely to find this
money from traditional aid budgets. A
big funding gap needs to be filled, and
additional sources of financing are

urgently needed to fill it. 
"There's not a lack of ideas, of
strategies of what to do, but there's a
lack of cash."

Dr. Peter Piot, executive director of UNAIDS

Why should more money
go to HIV and AIDS?

We believe there is a very strong case
for new development finance to be
found for HIV and AIDS. This money
needs to be found urgently.  

We can't tackle poverty
without tackling AIDS

“Without major progress in tackling
AIDS, global efforts to achieve the
Millennium Development Goals of
reducing poverty, hunger and childhood
mortality will fall short of agreed
targets” 

UN Secretary General Kofi Annan, 2006 

HIV prevalence is the only area covered
by the Millennium Development Goals
where there has actually been
regression globally. Yet tackling HIV and
AIDS is vital if we are to tackle poverty
– particularly in the very poorest parts
of the world. The devastating social and
economic impact of the epidemic

undermines our ability to meet virtually
all the other Millennium Development
Goals. On the other hand, tackling AIDS
will contribute to economic growth, and
better healthcare and education.  

We must tackle AIDS now

Finding more money for AIDS now is
crucial. The human, social, economic
and political returns far outstrip the
relatively small financial cost. And
sufficient investment now means less
money will be needed over the long-
term. 

Every day another 8,000 people will die
of AIDS. Five million people need life-
saving treatment now. The world cannot
afford to delay action on AIDS.

“Scale-up brings the world to a phase of
long-term very substantial morally
binding commitments. For the first time
in the business of development finance,
you can't have fashions to move money
elsewhere. We have to live with millions
of people who will stay on antiretrovirals
for the rest of their life. To turn off
funding would lead to their death in a
few weeks or months” 

Richard Feacham, Executive Director of the
Global Fund, 2005

Case study: PEPFAR27

George W. Bush pledged US$15 billion for AIDS in January 2003. His PEPFAR
(President's Emergency Fund for AIDS Relief) initiative promised to ‘lead the world in
sparing innocent people from a plague of nature'. Fine words, but this doesn't seem to
be happening in practice. 

Whilst People & Planet acknowledge that the PEPFAR initiative has channelled millions of
dollars into fighting the AIDS crisis, we are concerned that the thinking behind PEPFAR is
potentially exacerbating the AIDS crisis because...

• it promotes HIV prevention programmes that are based on ideology, not on evidence
and science. At least two thirds of the PEPFAR money set aside for sexual prevention
must be spent on ‘abstinence until marriage’ programmes. Although abstinence has
been used effectively in some places as part of a much broader strategy, the evidence
suggests that relying on this approach alone is a waste of time and resources.
Abstinence is not always an available or realistic option, especially for women, and
especially within marriage. 

• it mentions condom use only with regard to those who practice high-risk behaviours
e.g. prostitutes, men who have sex with men and substance users. Condoms are not
mentioned as a strategy for helping prevent HIV among young people at all.

• it directs the bulk of funds into a national initiative instead of the Global Fund, a
multilateral initiative involving developing country representatives that directs funds to
programmes on a needs basis. This weakens the Global Fund and creates additional
work for under-resourced ministries in Africa who have to conduct negotiations with two
sources of funds. Most importantly it hinders the development of comprehensive
nationally-owned programmes by imposing conditions set by the US. 

"Because donors refuse to make long-term funding
commitments, my government doesn't fully support

universal access to AIDS treatment. If the UK
government dedicates a special income stream to

making AIDS funding long-term, it solves the
problem, and we can all

get to work."

Christine Kafando, Board member of
REV+, an NGO in Burkino Faso

the funding
gap
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Innovative financing
mechanisms
In the last few years, an international
debate exploring new ways to fund
international development has emerged.
Many of the ideas for ‘innovative
financing mechanisms’ have centred
around international taxes. Two key
ideas are a charge on air tickets and a
stamp duty on currency transactions. 

Innovative financing
mechanisms deliver better aid
As well as generating new resources to
plug the funding gap, a key feature of
these ideas is stability and predictability
of funding, year-on-year. This allows
recipient governments to make long-
term effective plans to tackle the
problems they face. 

A stamp duty on
currency transactions 28

A stamp duty on currency transactions
is a small charge on currency trading. It
could be implemented by any one
country for its own currency. A very
small stamp duty (of 0.005%) on
sterling transactions alone would
generate up to US$2 billion each year.
The majority of currency transactions
are undertaken by 30 massive finance
houses. The five wealthiest of these
made $74 billion in pre-tax profits in the
financial year 2003-04. 

• Recent research shows there are no
technical barriers to implementing

such a duty. The infrastructure
required is already in place. The
charge could not be avoided. 

• Such a tiny duty would not damage
trade, interfere with the market or
cause a loss of business. 

• The duty would be easy to implement
– Parliament could enact it in a year. 

The UK could choose to implement a
stamp duty on currency transactions
now, and generate more than a billion
pounds of additional revenue for
development. Such a move is
technically feasible, cost-effective, and
relatively straightforward. All that is
missing is the political will. 

UNITAID – an international drug purchase facility 29

UNITAID is a new initiative which aims to use revenues from air passenger duty to fight
HIV & AIDS, TB and malaria. It was developed by Brazil, Chile, France and Norway, and
will focus on significantly reducing the cost of new medicines and diagnostics.
Campaigners hope that it will encourage the production of affordable, generic versions of
essential medicines through the use of TRIPS flexibilities. 

A key feature of UNITAID is its funding. It aims to lever new resources for HIV/AIDS,
which are additional to existing aid commitments and predictable over the long-term.
France and Norway's contributions will be funded by an ‘air ticket levy' – where a small
proportion of the cost of each air ticket purchased will go to UNITAID. This is significant
because (i) this is new money to fight AIDS – it is in addition to their other commitments;
(ii) it provides long-term secure and predictable funding. France's air ticket levy is
expected to generate around €200m each year.

The UK is participating in UNITAID, but it is contributing just €20 million in 2007 -  just
one tenth of France’s contribution.30 In addition, the UK's contribution is not new money.
Despite the fact that the UK’s existing airline levy generated almost a billion pounds for
the UK Treasury last year, the UK's tiny contribution is coming out of its existing aid
budget. This undermines the initiative's role in levering predictable funds that are
additional to existing aid commitments.

filling
the gap

The UK's contribution to UNITAID should be ‘new' money, additional to its pre-existing
aid commitments. The UK should increase its contribution to match that of France,
and ensure that UNITAID focuses on driving down the prices of essential medicines
by encouraging the production of affordable, generic versions. 

“Traditional increases in donor aid budgets will
not be enough to provide these additional
resources and meet the aid targets that have
been set. Innovative financing mechanisms are
needed to help deliver and bring forward the
financing urgently needed to achieve the
Millennium Development Goals.” UK Treasury

Meeting the promise of universal
access to treatment in the short
term, and sustaining it over the long
term, is not achievable through
existing funding mechanisms alone.
What is needed is new and additional
money that can be dedicated to the
fulfilment of universal access. 

To meet this need we are calling on
the UK government to introduce a
stamp duty on sterling currency
transactions in the Spring ‘08 budget,
to generate additional financing for
development. 

They must ensure that the sum
allocated to HIV/AIDS reflects the
resources needed to achieve the
target of universal access to
treatment by 2010. 
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Education

There's still low awareness of HIV/AIDS
and how to avoid contracting it in many
places around the world. Local
education is essential to teach
communities not only that the virus
exists but the truth about its effects,
and how it is contracted. Open
discussion of sexual practices in
traditional cultures is often difficult.

Sadly, lots of myths surround HIV, such
as the idea that the virus itself does
not exist or that you can be cured by
having sex with a virgin. In South Africa,
senior politicians – who should be
tackling the epidemic – have instead
caused much damage by undermining
the connection between HIV and AIDS,
and denying the effectiveness of ARVs.
Villagers who start wasting away in
Kenya sometimes conclude they have
chira - an illness invited by flouting
intricate social rules. 

These kind of myths and
misconceptions can only be dealt with
through education, promoting safe sex
and awareness of the effects of the
virus. 

Stigma and testing

Many of the problems surrounding
condom use and availability, and
effective education, come from the
stigma which still exists around

HIV/AIDS. Many communities have high
levels of ignorance, denial, fear and
intolerance about the disease itself. In
many cultures AIDS is associated with
immoral behaviour. This can lead to
isolation for people living with
HIV/AIDS, and a general reluctance in
the community to get tested, be open
about their HIV status, or to change
risky behaviour. The lack of simple and
cheap testing facilities makes this
worse, though there are many
innovative programmes challenging
discrimination.

Western Europe and the US similarly
had high levels of stigma in the early
years of the epidemic, but the problem
has reduced as treatment has become
available and support services for
people living with HIV/AIDS have been
expanded.

Gender inequalities
“The gender issue is the key driving
force of the epidemic"

Milly Katana, an HIV-positive Ugandan

Women are disproportionately, and
increasingly, affected by the epidemic.
In male-dominated societies, it is often
hard for women to insist on abstinence
or using condoms, although they are
biologically more vulnerable to the virus.
In some societies it is acceptable for a
man to have sexual partners outside
marriage, while women are expected to
remain faithful. Unfaithful husbands can
infect their wives, and HIV is then

frequently passed on to children in
childbirth or through breast milk. 

Although women are widely
disadvantaged socially and
economically, and may have little
control over their sexual choices, they
are often blamed for the spread of the
disease. Women infected by their
husbands can find themselves
abandoned by their husbands, and
rejected by their family and community. 

Although it can be hard to get data on
the ability of women to access
treatment, there does not appear to be
any systematic gender bias in access.
However, even when treatment is
available, where gender inequality and
stigma exists women still face

formidable challenges. A recent study in
Zambia showed women are still
reluctant to disclose their status for
fear of discrimination, domestic
violence, or untested husbands
insisting on sharing their treatment. 

Challenging gender discrimination,
providing education, and empowering
women and young people to protect
themselves, through a combination of
providing them with appropriate sexual
and reproductive healthcare, and giving
them the life-skills to become more
confident to negotiate safe sex, are
vital in reducing the impact of AIDS. 

The Avert website www.avert.orghas a range
of information about HIV/AIDS and its
spread around the world.

education, stigma,
prevention, gender

Our campaign focuses on access to treatment as an
area of injustice where political action is urgently
needed. However, we recognise a comprehensive
approach is needed to effectively tackle AIDS. 

Uganda and prevention
Uganda made real progress in fighting HIV/AIDS through their prevention efforts. They
made public education the first priority. Local and NGO education programmes tried to
widen understanding of the condition, and how it is contracted and prevented. 

Although they promoted the principles of the ABC model - ‘abstaining’ from sexual
activity, ‘being faithful’ and the ‘correct use of condoms’, ABC was not used alone.
Messages were designed for different groups to ensure they were effective. Efforts were
made to improve the status of women, and to provide better testing and treatment for
sexually transmitted infections. 

Open discussion and political leadership did much to challenge stigma. Dr Frances
Omaswa, director of health services at Uganda's Health Ministry, said: "The first step
was acknowledging there was a problem by the political leadership. Uganda was the first
country in Africa to declare that it had a problem with HIV."

Figures published in 2002 showed 5% of the Ugandan population had HIV, down from
15% in the early 1990s. However, since then the situation has worsened, and the
epidemic remains serious.
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